THE RHODE 


Owned and Published by the Rhode Island Medical Society. Issued Monthly 


PER YEAR $2.00 


VOLUME XVI 
No. 3 ' Whole No. 282 P ROVIDENCE, R. } MARCH, 1933 SINGLE COPY 25 CENTS 
CONTENTS 
ORIGINAL ARTICLES 
Thoracoplasty in the Treatment of Pulmonary Tuberculosis. Eske H. Windsberg, M.D. . , 3 33 
37 


Extra-pleural Thoracoplasty in Phthisis. Dr. Harry Lee Barnes . 
Technic of Oxygen Therapy. Dr. Albert H. Miller . ; : 
The Hemolytic Streptococcus. Dr. D. L. Richardson and Dr. H. Everett Smiley 


38 
45 


Contents continued on page IV advertising section. 


ENTERED AS SECOND-CLass MATTER AT THE Post OrFice AT Provipence, R. I., Unper Act oF Marcu 3, 1879 


L est we e Or g et “The dextrin -maltose preparations 


possess certain advantages. When 
they are added to cow’s milk mixtures, we have a combination of 
three forms of carbohydrates, lactose, dextrin and maltose, all hav- 


ing different reactions in the Deytri-Maltose 


testinal tract and different absorp- no. 1 Mattose 51%. Dextrins 12%. NaCl 2%. 5%, 
tion rates. Because of the rela- No 5%. 
tively slower conversion of dextrins to maltose and then to dextrose, 
fermentative processes are less likely to develop. Those prepara- 
tions containing relatively more maltose are more — than 
= those contain- 
the carbohydrate of choice higher 
percentage of dextrin (unless alkali salts such as potassium salts 
are added). It is common experience clinically that larger amounts 
of may be fed as compared with the 
simple sugars. viously, when 
there is a lessened sugar i oan for thirty years 
such as occurs in many digestive disturbances, dextrin-maltose com- 
pounds may be used to advantage.”’ (Queries and Minor Notes, J.A.M.A., 88:26) 


never advertised to the public 


Please enclose professional card when requesting samples of Mead Johnson products to cooperate in preventing their reaching unauthorized persons 
Mead Johnson & Company, Evansville, Ind., U.S.A. ' 


\ | 
\ | 
je 
v 


RHODE ISLAND MEDICAL JOURNAL 


A Bice ay fever servi fe 


that meets YOUR 


Te MEET your every need in 
the trying hay fever season, 
the Mulford Biological Labora- 
tories have produced Pollens 
Dried and Pollen Extracts from 
the hay fever plants common in 
your community. 

Every geographic area and 
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Accurately identified and mature 
pollens are used exclusively. 

Mulford Pollen Extracts are 
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prepared and will retain their 
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lished their potency. 


Mulford Pollen Extracts are sup 
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mect every need for diagnosis or treat 


ment. Detailed literature on request. 
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factors safeguard the 
therapeutic efficacy of 


production of Neoarsphena- 
mine Squibb is controlled to yield 
a product which not only provides 
an ample margin of safety, but as- 
sures a uniformly high and perma- 
nent therapeutic benefit to your pa- 
tients. Four factors in the Squibb 
Control make Neoarsphenamine 
Squibb safe, uniform in strength, and 
assure high spirocheticidal activity. 


1 " It is carefully and skillfully manufactured with 
rigid physical and chemical control of all the va- 
rious steps in the synthesis of the intermediate 
products. 


2. Each lot is biologically tested in accordance with 
requirements of the National Institute of Health 
(formerly the U. S. Hygienic Laboratory). Neoarsphenamine Squibb is the pre- 
ferred product for office practice. It is 
3. After each lot is made, a part of it is set aside marketed in ampuls of 0.15, 0.30, 0.45, 


and periodically tested in the Squibb Control Lab- 0.60, 0.75, and 0.90 Gm., and also in 
oratory to make certain that the product remains packages containing, in addition, a 10cc. 
satisfactory. ampul of Sterile "Double Distilled 


Water Squibb. For literature write to 
4. Tests have shown Squibb Neoarsphenamine to Professional Service Department, 3203 
have an unusually high trypanocidal activity. Squibb Building, New York. 
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For Effective Antisepsis 
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(water-soluble) 
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SODIUM AMYTAL PULVULES—(filled capsules) 
3 grains 


For Convulsions 
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One of a series of advertisements prepared and published by PARKE, DAVIS 
& COMPANY in behalf of the medical profession. This “See Your Doctor”’ 
campaign is running in the Saturday Evening Post and other leading magazines. 


THIS LITTLE GIRL HAS THREE PARENTS 


Yes, this little girl has three parents. The 
third parent is the family physician. 

He was a part of the family even before 
she was. He has stood beside her since her 
tiny lungs let loose their first wail of protest 
against a new and frighteningly large world. 
He knows her physical history. If there are 
weaknesses he is aware of them and able to 
keep a watchful eye on them. 

Through her babyhood an affectionate 
understanding has been growing up between 
them. When she’s ill, this man who comes 
to help her is not a stranger, but a friend in 
whom she has complete trust. He knows 
her little whims and how to get around 
them. She knows him and is at ease with 


® 


him. She’s a lucky little girl—with this third 
parent to watch over her, to care for her, 
to help her through the years that lie ahead. 

Your family may not have a regular phy- 
sician. Perhaps it’s because you live in a 
large city, perhaps it’s because you’ve moved 
recently and so are out of touch with your 
former doctor. Whatever the reason, if you 
do not now have a family doctor, get one. 
Do it now—do not let the health you enjoy 
today make you careless in providing this 
vital safeguard against the sickness tomor- 
row may bring. Find and become acquaint- 
ed with the person to whom you can entrust 
the medical welfare of your family through 
the years to come. 


' PARKE, DAVIS & COMPANY, DETROIT, MICH., The World’s Largest Makers of Pharmaceuticat and Biological Products 
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NEUTRALIZATION 
AND ELIMINATION 


The neutralization of acids and 
the dilution and elimination of 
toxins is recognized as important 
not only to the recovery but to 
the comfort of the patient. 

The palatability of properly 
cooled Kalak is so appealing to 
the patient that the problem of 
proper alkali and fluid administra- 
tion to combat an acid intoxica- 
tion is solved for the physician. 


KALAK WATER CO. OF NEW YORK, INC. 
6 Church Street, New York City 


TRADE MARK REG. U.S. PAT. OFF 


Hope Ansypital 
Young Orchard Abe. and Post-operatively, Knox Gelatine 


Gope Street indicated foods 


NUTRITIONAL THERAPY 
IN ORAL SURGERY 


Knox Gelatine serves your patients 
dually before and after operation 


Pre-operatively when Knox Gelatine is adminis- 
tered as a dietary supplement two or three times 
daily for a week, the patient is 
spared unnecessary loss of “life” 
blood. Kugelmass has shown that 
dietary protein accelerates blood 
clotting. 


takes the sting off foods. It may 
be used either alone or with other 


On request, the Knox Gelatine Laboratories, 436 Knox 
Ave., Johnstown, N. Y., will send you diet suggestions for 
children and adults, outlined for post-operative feeding. 


Prescribe 
“KNOX GELATINE 


in Nutritional Therapy 
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range of usefulness . . . is several times as ac- 
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the action of analgesics such as amidopyrine, 


acetphenetidin, and acetylsalicylic acid. 


Prompt Attention Given to Professional Inquiries 


PRINCIPAL OFFICES AND LABORATORIES, INDIANAPOLIS, INDIANA 


Mention our Journal—it identifies you. 


X 
| | 
| 
<> 
=, 
\ 
qv 


THE RHODE ISLAND MEDICAL JOURNAL 


The Official Organ of the Rhode Island Medical Society 
Issued Monthly under the direction of the Publication Committee 


VOLUME XVI 
NUMBER 3 t Whole No 282 


PROVIDENCE, R. I., MARCH, 1933 


PER YEAR $2.00 
SINGLE COPY 25 CENTS 


ORIGINAL ARTICLES 


THORACOPLASTY IN THE TREATMENT 
OF PULMONARY TUBERCULOSIS* 


By Esxe H. Winpsserc, M.D. 


223 THAYER STREET, PROVIDENCE, R. I. 


The operation known as thoracoplasty is one 


that is designed to reduce the size of one side of the - 


chest capacity by means of multiple rib resections. 
Thereby the contained lung is collapsed and com- 
pressed. Although employed for the most part in 
the treatment of certain forms of tuberculosis, 
thoracoplasty is indicated also in other types of 
intrathoracic and pulmonary disease, notably in 
bronchiectasis, in non-specific pulmonary abscess, 
and in chronic empyema. It may also be indicated 
supplementary to the removal of large intrathoracic 
tumors and after lobectomy. 

Here we are concerned especially with the appli- 
cation of thoracoplasty to the collapse treatment 
of chronic pulmonary tuberculosis. Of operative 
procedures, Thoracoplasty is one of several that 
may be employed where surgical interference is 
indicated. Thus we have apicolysis or extraplural 
pneumolysis as devised by Tuffier, intrapleural 
pneumolysis as developed by Jacobaeses and Un- 
verricht, paralysis of the diaphragm by means of 
phrenic nerve exaeresis, and intercostal neurec- 
tomy. All of these procedures have their specific 
indications and often are employed in conjunction 
with one another as well as with thoracoplasty. 

Collapse therapy in the treatment of pulmonary 
tuberculosis is today a well established principle, 
and is an elaboration of the rest cure. Now, as is 
well known, the importance of rest in the treat- 
ment of tuberculosis has only in recent years be- 
come to be fully appreciated and widely accepted. 
In the middle of the last century, Rokitansky 
taught that in the consumptive the heart was too 
small and that it must be strengthened by carefully 
regulated exercise. His teachings were followed by 
Herman Brehmer, who was a pioneer in the sana- 


*Read before the Providence Medical Association, 
May 2, 1932. 


torium treatment. In practice, Brehmer, believing 
that the heart was weak, inaugurated regular 
though short rest periods. Thus he was the first to 
employ rest systematically though incidentally. In 
1887 he was able to report many cures, something 
no other plan of therapy previously employed could 
claim. 

As late as 1902 Brehmer’s pupil Dettweiler firmly 
believed in the theory that fresh air cured tuber- 
culosis, and thought exercise to be injurious. He 
therefore instituted long periods of rest in the open 
air. With him, too, rest was only incidental to the 
treatment. According to Pratt, it remained for 
Trudeau to become the first advocate of rest as the 
prime factor in a successful therapeutic plan. In 
1916 Webb introduced postural rest for unilateral 
cases. For many hours each day the patient lies on 
the affected side, thereby curtailing its respiratory 
activity and allowing a more complete degree of 
functional and physiological rest. 

The development of artificial pneumothorax by 
Forlanini in 1894 and Murphy in 1898, and the 
cures obtained by its use as evidenced by clinical 
and roentgenological data, demonstrated conclu- 
sively the effectiveness of complete rest. Pneumo- 
thorax, when successfully carried out, accom- 
plishes complete selective rest, functionally and 
physiologically to a degree not possible of attain- 
ment by any other means. Due to pleural adhesions, 
pneumothorax cannot be effected in about 20% of 
individuals in whom collapse therapy is indicated. 
When the adhesions are string-like and few, they 
may be cut across by means of a cautery inserted 
into the pleural cavity under the guidance of a 
thoracoscope—that is, by means of intrapleural 
pneumolysis. The number of cases suitable for this 
procedure are few. Usually the adhesions are exten- 
sive and broad. In a limited number of instances 
extrapleural pneumolysis and paraffin filling will 
be the procedure of choice. Generally, when pneu- 
mothorax fails, thoracoplasty is the only suitable 
operation available. It offers a degree of collapse 
with reduction of lung volume which more closely 
approaches that of successful pneumothorax than 
is produced by means of any other extrapleural 
procedure. 
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Thus thoracoplasty carries out by surgical means 
the idea of rest which has been the guiding principle 
and the only firmly established principle in the 
treatment of tuberculosis whether of the lungs or 
of other parts of the body. Furthermore, as has 
been indicated, thoracoplasty was developed to meet 
a specific situation in the treatment of pulmonary 
tuberculosis. 

Pulmonary tuberculosis was not subjected to 
surgery until recent years chiefly because tubercu- 
lous patients are very poor surgical risks. Further, 
it is only in recent years that the many pitfalls sur- 
rounding thoracic surgery have been circumvented. 
These bars to surgical interference have been over- 
come in the past three decades; and especially in 
the past ten years, the surgery of pulmonary tuber- 
culosis has been placed on a relatively safe plane. 
However, to effect a low mortality, a respect for 
the dangers entailed in thoracic surgery is essen- 
tial ; team work in the operating room highly desir- 
able ; and close co-operation between phthysiologist, 
roentgenologist, anesthetist, and surgeon indis- 
pensable. 

Sir James Carson more than 100 years ago out- 
lined the rationale upon which modern pulmonary 
compression therapy has been developed. He 
pointed out that the elasticity, condition of exten- 
sion, and constant movement of the lungs prevent 
healing from taking place. Given an ulcer or an 
abscess cavity anywhere in the body, as every sur- 
geon knows, chronicity will be the rule if the lesion 
is subjected to pull and tug, to constant motion, and 
to stretching. Furthermore, when raw surfaces are 
unable to come into close contact healing cannot 
progress favorably. This is true whether the under- 
lying pathological lesion is tubercular or non-tuber- 
cular, whether situated in the lungs or in other 
parts of the body. The converse of this is also true. 

In 1885, de Cerenville of Lausanne practiced 
the resection of ribs overlying cavities due to tuber- 
culosis. The following year Quinke proposed small 
rib resections for non-cavernous types of the dis- 
ease, as well as for cavernous types. In 1901 Garre 
~ and Quinke advocated thoracoplasty for hemopty- 
sis. During this early period the operations were for 
the most part void of results. Brauer, an internist, 
in 1906 argued that not enough of the bony thorax 
was being removed. Friedrich, upon Brauer’s sug- 
gestion, effected a complete removal of the second 
to the ninth ribs inclusive from the transverse 
processes around to the junction of the cartilages 
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in front. This extensive rib resection produced 
some cures but the mortality was terrific. This led 
to the development of the Wilms-Sauerbruch oper- 
ation as practiced today throughout the world. It 
was popularized by Sauerbruch, now working at 
the Charite Hospital in Berlin. However, many 
of the essential details were first suggested or 
practiced by others. Thus Brauer suggested a 
two-stage procedure in place of the one-stage 
which carried a prohibitive mortality of about 
50%, due to surgical shock. Brauer also sug- 
gested resecting the ribs subperiosteally to al- 
low regeneration of bone and prevent chest wall 
flutter. In the extensive operations of Fried- 
rich, many patients died within a month from 
anoxemia brought about by chest wall flutter with 
its concomitant mediastinal flutter because of the 
abserice of all bony support. Resection of the ribs 
paravertebrally was introduced by Wilms in 1911 
on the basis of experimental work conducted by 
Gourdet in 1895. Gourdet proved that small para- 
vertebral resections effected a greater diminution 
in the size of the chest cavity than that which could 
be obtained by similar resections laterally or antero- 
laterally. He showed the importance of removing 
the ribs as far posteriorly as the transverse proc- 
esses. Sauerbruch was original in including the 
first rib and the tenth and eleventh ribs in the para- 
vertebral resection. In 1924 he declared that the 
first rib must be shortened under all circumstances. 


Thus in the modern operation, known as extra- 
pleural paravertebral thoracoplasty, four to twelve 
centimeters of all the ribs, excepting the twelfth, 
are resected subperiosteally from the transverse 
processes forward. Graded thoracoplasty, as advo- 
cated by Hedblum, divides the operation into three, 
four or more stages, according to the demands of 
the individual case. The entire operation should 
never be done in less than two stages. Division of all 
the ribs close to the spine allows the thoracic wall to 
be drawn downward and inward by the constant 
though slight suction within the chest, as well as by 
contraction of the muscles of the trunk. All sup- 
ports, including in particular the first and eleventh 
ribs, must be severed. This method has proven 
effective in hundreds of cases and has entailed a 
comparatively low mortality. Having been made 
relatively safe, the applicability of the procedure 
has been greatly increased so that today many more 
patients are receiving its benefits than was thought 
possible five or ten years ago. 
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On this continent, according to Archibald, up to 
1914 only three thoracoplasties had been _per- 
formed. Since then about 1500 have been carried 
out. To Alexander of Ann Arbor, Archibald of 
Montreal, and Lilienthal of New York belongs the 
credit of popularizing in this country this operation 
first conceived and perfected in Germany. 

The judicious selection of patients for operation 
will insure a high percentage of good results fol- 
lowing surgical interference. Surgical treatment 
should be considered in all unilateral cases that do 
not respond favorably after a reasonable period of 
treatment at a well regulated sanatorium. Of these 
unilateral cases that come up for consideration, 
only the ones who possess sufficient natural de- 
fensive powers to tuberculosis will be selected for 
thoracoplasty. In this selection of cases, the clinical 
progress and roentgenological data are of the great- 
est importance. Archibald has grouped such cases 
into three main classifications. And though few 
cases fall definitely into any one of these classes, 
yet, a useful guide is supplied: 

First: There are the “good chronic” cases. 

Second: There are the chronics who are showing 
signs of slipping. 

Third: There are the bad chronics. 

The good chronic patient is one who has given 
proof of defensive powers because he is a chronic. 
He is not getting any better nor is he getting worse. 
His general condition is good, there is persistent 
cough, and a moderate amount of sputum positive 
for tubercle bacilli. Roentgenologically, there is 
evidence of scar tissue formation and contraction ; 
cavity formation is present but not excessive. The 
patient is condemned to spend the rest of his life 
curing. 

The chronic patients who are showing signs of 
slipping even with bed rest, present slight fever 
and an elevated pulse. They have shown evidences 
of fibrotic contraction in the past, but this is now 
slowly failing. 

The bad chronic patients present persistent 
fever, marked elevation of the pulse and a steady 
loss of weight. There is evidence of considerable 
and increasing cavitation. In this last group, the 
underlying pathological changes in the diseased 
lung will determine the advisability for or against 
operating. It is in this group that an injudicious 
selection makes for a high mortality and for poor 
results. 

There is a fourth class of patients in which per- 
sistent recurring hemorrhages predominate in the 
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clinical picture. Flare-ups of fever, elevation of 
pulse and malaise accompany each hemorrhage. 
When pneumothorax cannot be induced, thoraco- 
plasty promises good results in many of these 
patients. 

Each patient who comes up for consideration is 
carefully studied to determine the predominant 
pathological status in the bad lung. Here the X-ray 
studies are an essential aid. From this viewpoint, 
the predominantly fibroid or productive type of 
tuberculosis is the most suitable for surgical col- 
lapse therapy. In contradistinction to the above, 
there is the type of tuberculosis in which the pre- 
dominant lesions are of an exudative nature with 
little or no tendency toward scar tissue formation. 
This is not a favorable type for surgery. 

Thoracoplasty is not a cure for tuberculosis. It 
promises only to be an aid to nature’s way of heal- 
ing. In the good chronic cases, there is evident on 
X-ray examination a contraction of the hemithorax. 
This is accomplished essentially by scar tissue con- 
traction. There is effected a narrowing of the inter- 
spaces between the ribs, a pulling over of the medi- 
astinum and an elevation of the diaphragm. Fur- 
ther, the mobility, during respiration, of the dis- 
eased side of the thorax is greatly diminished. All 
these phenomena occur naturally in patients who 
show resistive powers to the ravages of the disease. 
All these things thoracoplasty tries to effect more 
completely. 

Thus, following thoracoplasty, the cut rib ends 
spring inward and downward, narrowing the inter- 
spaces. Regenerated bone bridges the remaining 
gaps between the cut ends of each rib as well as 
between adjacent ribs. This causes fixation of the 
chest wall, so that, with the addition of phrenicec- 
tomy to paralyze the diaphragm, practically all 
respiratory activity of the diseased lung is removed. 
The lung is placed at anatomical and physiological 
rest and is reduced in volume to about 30% of its 
normal cubic capacity. 

Anatomical rest of the lung, combined with the 
compressing effects of the operation, brings about 
a stasis of lymph, and a passive congestion of blood. 
This results in a remarkable stimulation of fibrous 
tissue growth. Lymphatic absorption of toxic prod- 
ucts from the diseased lung ceases. Compression of 
the lung, aided by the profuse proliferation of 
fibrous tissue reduces the size of cavities; and by 
bringing their walls into apposition their healing 
and ultimate obliteration is made possible. All of 
the phenomena mentioned above have been dem- 
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onstrated by clinical observation, by X-ray evi- 
dence, by means of experiments with animals, and 
finally by autopsy studies in patients who have died 
many years after a thoracoplasty. E 

Recent figures in large series of cases show an 
average mortality directly attributable to operation 
to be about 13%. This occurred in 1,159 patients, 
the composite statistics from operators all over the 
world collected by Alexander in 1925. In these 
1,159 cases there were 61% favorable results with 
36% actual cures. In the words of Alexander, “this 
is a remarkable record in view of the fact that 
scarcely one of these patients was expected to sur- 
vive his disease by continuing with artificial pneu- 
mothorax and sanatorium régime.” 

A more detailed idea of results following thora- 
coplasty is given in a series of 172 cases reported 
by Archibald in 1929. (Let us recall that he groups 
his patients into the ‘‘good chronics,” the “chronics 
who are slipping,” and the “bad chronics.”) Of 
good chronic cases he had 47, with 4% mortality 
and 80% favorably influenced. Of conditional 
chronic cases he had 71, with 4% mortality and 
62% favorably influenced. Finally, of bad chronic 
cases he had 54, with 26% mortality and only 20% 
favorably influenced. (Of the entire 172 cases, 
there were obtained 104 practical cures.) 

To maintain a low mortality it is important to 
make a careful selection of cases. However, as 
Lilienthal has stated, ‘it cannot be to the credit of 
surgery to refuse help in any case, no matter how 
desperate, merely to improve statistics.” 

Further, to maintain a low mortality it is impor- 
tant to avoid doing too much at any one time. Judg- 
ment in determining when the patient has had 
enough operating is most important. In one of the 
European clinics I remember seeing a surgeon per- 
form a complete thoracoplasty at one sitting. He 
worked so well that only 35 minutes were consumed 
in the entire procedure. I saw him carry out three 
such operations and in each instance the patient 
died within two or three days post-operatively. The 
operation was beautifully executed but the physio- 
-logical derangement of the cardiac and respiratory 
functions was too marked in its suddenness and 
simultaneous extent for the patients to withstand 
without fatal issue. 

The development of acute tuberculosis or of 
aspiration pneumonia in the sound lung accounts 
for most deaths. Paroxysmal respiration and medi- 
astinal flutter with loss of vital capacity contribute 
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to the mortality. Wound sepsis accounts for a few 
deaths. 

Final results in this field of surgery are usually 
tabulated according to the suggestion of Dr. Sauer- 
bruch, who has done more of this work than any- 
one else in the world: 

1. Apparent complete cure implies freedom from 
any symptoms of tuberculous activity for at least 
one and one-half years, no sputum, and ability to 
perform a full day’s work. 

2. Clinical cure implies freedom from any symp- 
toms of tuberculous activity for at least one and 
one-half years, no more than a few cubic centi- 
meters of sputum without tubercule bacilli, and 
ability to do a satisfactory day’s work. 

In addition, of course, there will be cases who 
show great improvement, some who show slight 
improvement, some who are worse, and finally there 
will be the deaths. At the end of a five-year period 
in a large series of cases one may expect: 


Cures 33% 
Improved 33% 
Unimproved, worse, or died. 33% 


Now this is most encouraging since thoraco- 
plasty is offered to a class of patients having the 
far advanced type of tuberculosis with cavitation, 
in whom all conservative forms of therapy have 
failed, and of whom only 10% would still be alive 
at the end of the same five-year interval without 
surgical intervention. These facts were convinc- 
ingly brought out by Dr. H. L. Barnes from his 
study of 1,454 tubercular patients with cavities in 
their lungs, covering a period of 22 years. Eighty- 
five per cent of these patients died within three 
years, and 90% died within five years after the 
recognition of their cavities. Eighty-two per cent 
of patients with small cavities died within three 
years. This was true also of patients who presented 
“honeycombing” on X-ray examination. 

Eight cases* of thoracoplasty have been carried 
out at the Miriam Hospital during the past eleven 
months. (To April, 1932.) Too short a time has 
elapsed to warrant reporting results in these pa- 
tients. However, a preliminary report may be justi- 
fied merely stating whether the operation thus far 
has favorably or unfavorably influenced the pa-- 
tients’ disease and general condition. In this small 
series of eight cases, embracing twenty-four sepa- 
rate operations, there has been no mortality; six 
have been favorably influenced, and two unfavor- 
ably. Of seven patients who had a positive sputum 
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before operation, three have been persistently neg- 
ative since operation. Of six patients who showed 
streaks of blood in their sputum, five have not 
streaked since the operation. During the course of 
the ensuing years these patients will be carefully 
followed to determine the true end results. 


I wish to express my gratitude to Dr. H. L. Barnes, 
Superintendent of the State Sanatorium at Wallum Lake, 
R. I., and to the Trustees and Staff of the Miriam Hospital, 
Providence, for making this work possible. Thanks are also 
extended to Dr. Isaac Gerber for his valuable aid in the 
roentgenological aspects of the work, and to Dr. M. Saklad 
for his interest in the special anesthesia problems. 
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*Since this paper was read the rumber of cases has been 
brought up to a total of 18, embracing 52 operations. There 
has been no operative mortality. One patient died 10 months 
after operation from the natural progress of his disease 
complicated by generalized lymphadenopathy. One patient 
is unimproved, and 16 are improved. Of these 16 patients, 
6 are free of all symptoms of tuberculosis, 5 are greatly 
improved, and 5 are moderately improved. Of the 17 pa- 
tients still living, 16 had tubercle bacilli in their sputum 
before operation, 12 of these are now negative; 10 had 
blood in their sputum before operation, 7 of these have not 
shown blood in their sputum since operation. 


EXTRA-PLEURAL THORACOPLASTY IN 
PHTHISIS* 


RESULTS IN 22 CASES 


By Dr. Harry Lee BARNES 


Wattum Lakg, R. I. 


Our first case selected for Thoracoplasty was 
sent to Dr. Howard Lilienthall in 1921, but after 
going to New York she lost courage and declined 
the operation. The first of our cases to be operated 
on was by Dr. Lilienthall in 1925. Since then 22 of 
our patients have received extra-pleural Thoraco- 
plasty. 

These patients were all predominantly one-sided 
cases. All had had the bed rest, good food, open air 
sanatorium regimen for periods varying from a 
few months to several years. 

In all of these cases, pneumothorax treatment . 
had been tried by our staff. In 11 cases we had 
been unable to establish pneumothorax and in 11 a 
limited pneumothorax had been established, which 
had tended to check but had not cured the disease. 
Pneumothorax treatment was followed by negative 
sputum in two of the cases. 

Phrenicectomy which had been performed in 12 
or 54 per cent of the cases had been followed by a 
closure of cavities in one case, negative sputum in 


*Discussion of Dr. Windsberg’s paper on “Thoraco- 
plasty,” at a meeting of the Providence Medical Associa- 
tion, May 2, 1932. 
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one other case, and a limited amount of benefit in a 
few more, but it had failed to cure. 

Two of the four negative sputum cases had had 
repeated attacks of streaked sputum, the loss of 
blood being small, while the third case had recently 
had enormous pulmonary hemorrhages which had 
brought him near death. The fourth negative spu- 
tum case had tuberculous empyema. 

Eighteen of these twenty-two patients still had 
tubercle bacilli in the sputum and twenty-two had 
X-ray evidence of cavities. All these patients were 
well nigh hopeless from the standpoint of cure, but 
we might expect them to live on for periods varying 
from a few months to a few years, until the spread 
of the lesions in the good lungs terminated life. 

As all of these cases were patients at the State 
Sanatorium who were sent to hospitals in Boston, 
New York, Ann Arbor or Providence for opera- 
tion, the surgical work is unknown to me except 
from the reports, and it will not be considered in 
detail. 

Most of these patients had three stage operations 
but in at least two there were four stages, as ante- 
rior or lateral costectomy was added to the usual 
posterior operation. 

Patients who accept thoracoplasty must take the 
risk of mortality from the operation, which in this 
series was only 4.5 per cent, and the risk that the 
operation will fail to give adequate collapse, which 
in this series was about 20 per cent. This last risk 
should be reduced in the future through improved 
technique and skill of the operators. The risk of a 
spreading lesion in the contra-lateral lung has 
amounted to about 22 per cent and defeats the pur- 
pose of the operation, but it should not be charged 
to the operation, for without this operation nearly 
’ all the patients will sooner or later have the same 
condition. Even though there appears to be a good 
surgical collapse resulting from the operation and 
even though there is no spread of the lesion in the 
contra-lateral lung, yet some cases do not recover. 

I am hopeful that to the 22.7 per cent of these 
patients who have been restored to work there will 
be added enough to bring the total to 40 per cent 
~ restored to work. Although we would like to see a 
higher percentage, yet considering that the outlook 
was well nigh 100 per cent hopeless without opera- 
tion, we are encouraged by the results which we 
have obtained. I am greatly pleased that we have, 
in Rhode Island, a man with some training and ex- 
perience in thoracoplasty for pulmonary tuber- 
culosis. 
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TABLE 1, 
THORACOPLASTY, 22 CASES 
Sex. 
Cases Percent 
Men 
Women => 
. The Extensively Involved Lung 
Right 10 = 45:4 
Left S46 
The Contra-Lateral Lung 
Apparently Clear 9 == 41.0 
Slightly Involved 132. 
Cavities 
Present = 100.0 
TABLE 2 
RESULTS OF THORACOPLASTY 

7 years to date 

Tb. in Sputum 
Present before Operation... 19 = 86.3 
Spread lesion to =) 227 

Pneumonia Contra-lat. Lung. Death 
after 4 days 1 = 4.5 

Empyema and Chr. Nephritis (Death 
after 15 mo.) 1 4.5 

Lesion Contra-lat. lung (Death after 
30 mo.) 4.5 
Failing z = 9.1 
Chronic and Unimproved — 
Improved = 13.7 
Much improved, Recovery probable. 4 = 182° 
Resumed work, Symptom free.............. 
22 99.9 


TECHNIC OF OXYGEN THERAPY* 
By Avsert H. Miter, M.D. 


28 Everett AVENUE 
ProvIDENCE, RHODE ISLAND 


To supply oxygen to the tissues is the principal 
object of the complicated mechanism of circulation 
and respiration. The air which we breathe contains 
about 20% oxygen. The nitrogen is inert and serves 
only to dilute the oxygen. From the alveolar air, 
oxygen is taken into the circulation and is carried 
by the arterial blood stream to every tissue cell of 
the body. In the tissues, oxygen unites with carbon 
to form carbon dioxide, which is taken up by the 
venous blood and passes off in the expiration as a 
waste product. The expired air contains about 5.5% 
carbon dioxide and is saturated with moisture from 
the upper air passages. 


*Read before the Providence Medical Association No- 
vember 7, 1932. 
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The body may survive deprivation of food and 
water for long periods but interference with the 
supply of oxygen immediately produces alarming 
symptoms. The condition of anoxemia, produced 
by lack of oxygen, is characterized by cyanosis, a 
bluish discoloration of the skin noted especially on 
the lips and finger tips and due to an excess of re- 
duced hemoglobin in the capillary circulation ; 
dyspnea and other disturbances of ‘breathing; an 
increased pulse rate due to the effort of the heart to 
supply more oxygen by circulating the blood more 
rapidly ; an increase in the pulse pressure resulting 
from raising the systolic pressure and lowering the 
diastolic pressure; interference with the cardiac 
conduction system; dilatation of the heart; rest- 
lessness ; delirium ; and finally, unconsciousness. 


Our knowledge of oxygen commenced with ex- 
periments made with a large burning glass by 
Joseph Priestley’, an English clergyman of Bir- 
mingham. On the first of August, 1774, he focused 
the sun’s rays on some red oxide of mercury and 
noticed that bubbles of gas formed. He collected the 
gas and.called it dephlogisticated air. In 1798, 
Thomas Beddoes? opened a Pneumatic Institution 
for treatment of disease by inhalation and used 
dephlogisticated air, now known as oxygen, in the 
treatment of such conditions as chlorosis, dyspnea, 
asthma and opium poisoning. From that time oxy- 
gen inhalation was used occasionally, but generally 
as a last resort and by ineffectual methods. The 
favorite procedure was to pass oxygen from a low 
pressure cylinder through a wash bottle and tube to 
a glass mouth piece or to a funnel held at some 
distance from the patient’s face or at least pointed 
in the general direction of his nose and mouth. The 
method was both wasteful and inefficient. 


In 1917, under the stress of conditions due to the 
war, Haldane* in England devised a mask which 
was successfully used in oxygen treatment of pul- 
monary edema following gas poisoning. At the same 
time, Meltzer® in New York was treating pneu- 
monia with great success by the oral insufflation of 
oxygen. This work was further developed by Roth*® 
at Battle Creek, by Barach' at the Presbyterian 
Hospital in New York, and by Boothby* at the 
Mayo Clinic. Oxygen inhalation is now used with 
marked success in pneumonia, in uncompensated 
heart disease, in asthma, emphysema, and in anoxe- 
mia from other causes. It is also used for stimula- 
tion of metabolism as in extensive burns and ulcer- 
ations. 
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The oxygen which we obtain compressed in cyl- 
inders is prepared in great quantities from liquid 
air. Atmospheric air is compressed by an air pump 
and is then allowed to escape into a large chamber 
where the sudden expansion causes intense cold 
which reduces the air to a liquid. When allowed to 
evaporate, the nitrogen passes off first leaving the 
oxygen to be collected and pumped into cylinders 
so that it can be transported and used. The large 
oxygen cylinders contain 220 cubic feet, about 
1,650 gallons. 

Oxygen inhalation can be carried out efficiently 

by insufflation through a nasal tube, 

by the face or nasal inhaler, 

with an open cone, 

with an oxygen tent, or 

a portable oxygen room. 
The stationary oxygen rooms are expensive to con- 
struct and are subject to a constant hazard from 
fire. The oxygen rich atmosphere does not burn nor 
explode but will fan to alarming proportions any 
flame which may gain entrance to the room. 


NASAL CATHETER 


Nasal tubes for oxygen insufflation are rubber 
catheters, No. 8 or 10 gage. Several holes are 
made in the terminal half inch of the catheters so 
that a constant stream of the gas can not impinge 
on one spot in the pharynx. The flow of oxygen is 
controlled by a flow meter consisting of a reducing 
valve with a millimeter opening in the outlet. The 
oxygen bubbles through water in a wash bottle 
which serves as an additional indicator of the flow, 
moistens the oxygen and acts as a safety valve. The 
flow meter is calibrated in liters of flow per minute. 
About five liters per minute provides a 50% oxygen 
atmosphere and is usually sufficient to overcome 
anoxemia and cyanosis. The nasal tube is well lubri- 
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cated before introduction. The tip of the tube should 
lie in the oro-pharynx, distant from the nares by 
4Y4 to 5% inches. The tube is fixed to the cheek or 
forehead with a strip of adhesive plaster. Sufficient 
slack in the tubing is provided to allow free move- 
ment of the patient’s head. Once in twelve hours, 
the nasal tube is removed and a clean tube intro- 
duced into the alternate nostril. If the nasal tube 
is correctly placed it provides an efficient device for 
oxygen therapy. With a flow of 7 liters the oxygen 
percentage may be as high as 70%’. 

The face inhaler for oxygen inhalation is pro- 
vided with an inspiratory as well as an expiratory 
valve and does not allow rebreathing. Oxygen 
passes from a high pressure cylinder through a re- 
ducing valve, to a rubber supply bag which is auto- 
matically kept filled. On each inspiration, a mixture 
of oxygen with atmospheric air is drawn into the 
lungs. The percentage of oxygen is regulated by a 
control valve which determines the amount of air 
to be admitted. It may be set to deliver 50, 60, 70, 
80, 90, or 100 per cent. of oxygen. The face inhaler 
requires constant attention to keep it properly fitted 
to the face and may be objectionable to the patient. 


PorTABLE OxYGEN TENT 


It is useful for brief periods in emergencies and 
for administering high percentages of oxygen, 
which it does efficiently and without waste. The 
nasal inhaler is more comfortable for the patient and 


requires less attention. If the patient’s mouth can 


be kept closed, it is equally as efficient as the face 
inhaler. 

Administration of oxygen with an open cone 
such as is used for etherization has proved to be a 
valuable and reasonably efficient method. The effi- 
ciency depends upon the fact that oxygen is slightly 
heavier than air, its specific gravity being 1.1056. 
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An open cone seven inches high is closely fitted to 
the patient’s face and held approximately in a 
vertical position. Oxygen is fed into the top of the 
cone and from its high specific gravity tends to 
constantly sink to the bottom. A flow of oxygen of 
5 liters per minute has been sufficient to clear up 
marked cyanosis. 

The oxygen tent is the most popular apparatus 
for continued oxygen administration. It is reason- 
ably efficient, is comfortable for the patient and is 
readily transported. The tent itself is made of 
closely woven fabric rubberized on both sides. 
Windows of non-inflammable aceto-cellulose are 
conveniently placed in the front and sides of the 
tent. The capacity of the tent should be at least 
eight cubic feet. A square tent must measure at 
least twenty-four inches in each dimension. The 
tent is suspended over the head of the patient’s bed 
on a metallic frame. The sides of the tent are ex- 
tended below into along skirt which is tucked under 
the mattress at the head of the bed and at the sides, 
and under the blankets or spread in front. The effi- 
ciency in operation of the tent depends largely upon 
the care with which the skirt is arranged. 

In an efficient oxygen tent, the oxygen percent- 
age, the percentage of carbon dioxide, the tempera- 
ture and the relative humidity must be under exact 
control and the arrangement should be so far auto- 
matic as to maintain these factors constant over 
periods of hours or days without frequent attention. 


Oxygen is supplied from high pressure cylinders 
through a reducing valve. The reducing valve has 
two gages indicating the tank pressure and the re- 
duced pressure. If the flow of oxygen is limited by 
a capillary opening, the reducing valve is converted 
into a flow meter and the rate of flow is determined 
by control of the reduced pressure, otherwise the 
reducéd pressure is set at about 20 pounds and the 
rate of flow is regulated at some other point in the 
system. To increase the oxygen in a standard tent 
to 50%, at least 150 liters of oxygen must be added. 
This increase may be effected slowly or rapidly 
depending upon the exigency of the case. At 10 
liters per minute, the increase is effected in fifteen 
minutes. After the 50% oxygen atmosphere has 


been reached, a flow of about 8 liters per minute is" 


required for maintenance with ordinary nursing 
care. With special attention to prevention of leak- 
age, a 50% oxygen atmosphere may be maintained 
on a flow of 6 liters per minute. A test for the per- 
centage of oxygen should be made frequently. 50% 
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is the usual figure. 30% is usually ineffectual and 
over 70% may be injurious. Without regard to 
theoretical percentages, a good rule provides for 
the use of sufficient oxygen to overcome the symp- 
toms for which the treatment is required and no 
more. 

The tent confines the animal heat constantly 
given off by the patient, especially if his heat pro- 
duction is increased by fever, and the contained 
atmosphere soon becomes too hot for comfort. To 
cool the tent, a chamber filled with ice is placed in 
closed circuit with the tent. The atmosphere is cir- 
culated through the tent and the ice chamber by 
one of three methods: 

1. The thermo-syphon. The air in the ice cham- 
ber constantly becomes colder and sinks to the bot- 
tom of the chamber. The circuit is so arranged that 
this cold air constantly displaces the hot air from 
the tent and passes it back to the top of the ice 
chamber to be cooled in turn. 

2. A pump or injector which maintains circula- 
tion of the air by utilizing the expansive force of 
the oxygen as it emerges from the high pressure 
cylinder is more efficient than the thermo-syphon 
system. 

3. An electric motor blower is the most efficient 
means for controlling the tent temperature. With 
such a blower, controlled by a sensitive thermostat, 
the temperature in the tent can readily be main- 
tained at any point between 60 and 72 degrees F., 
which are the limits within which the majority of 
patients find most comfort. The temperature de- 
pends upon the speed with which the blower circu- 
lates the air through the ice chamber and is inde- 
pendent of the rate at which oxygen is supplied. 

The patient is constantly expiring carbon dioxide 
to the extent of 5.5% of his expired air. In the 
early tent models, carbon dioxide was absorbed in 
a chamber containing soda-lime (calcium sodium 
hydrate) which was included in the closed system 
through which the tent atmosphere circulated. The 
carbon dioxide absorption introduced a distinct 
element of danger. Without carbon dioxide absorp- 
tion, an accidental interruption of the oxygen sup- 
ply would produce the marked respiratory stimula- 
tion and discomfort of hypercapnia. With carbon 
dioxide absorption, a failure in the supply of oxy- 
gen would be unnoticed by the patient, who might 
quietly pass into a state of unconsciousness and 
might die unless the oxygen failure was noticed by 


the attendant in time. The modern tents do not 
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employ carbon dioxide absorption but dispose of 
excess carbon dioxide in the following ways: 

1. While the tent fabric is impervious to oxygen, 
carbon dioxide constantly diffuses through it. 

2. Carbon dioxide is absorbed by the ice and cold 
water in the ice chamber. 

3. The greater proportion of the carbon dioxide 
is lost by leakage, especially around the edges of 
the skirt of the tent. With extraordinary care to 
prevent leakage and an oxygen flow of 6 liters, the 
carbon dioxide in the tent may approach 4%, but 
this increase is not accompanied by any subjective 
symptoms. With an oxygen flow of 8 to 10 liters, 
the carbon dioxide will not rise above 1.5%’. 

The humidity inside the tent is constantly in- 
creased by the moisture of the patient’s expiration. 
To insure comfort, the relative humidity of the 
tent atmosphere should be kept at less than 50%. 
This is accomplished by precipitation of the moist- 
ure as the air is circulated through the ice chamber. 
The relative humidity may readily be tested with 
the wet and dry bulb hygrometer. With the efficient 
ventilation of the motor blower outfit, no difficulty 
is encountered in disposing of the excess water 
vapor. With the thermo-syphon system, it may be 
impossible to keep the humidity down to the point 
of greatest comfort. 

The portable oxygen room is a tent large enough 
to contain the patient’s bed and other furniture. It 
may be enlarged so as to provide for several pa- 
tients. The room is constructed of rubberized fabric 
mounted on an angle iron frame. The room is 


PorTABLE OxyYGEN Room 


lighted by aceto-cellulose windows. The oxygen 
supply, ventilation by a motor blower, and the ice 
chamber are similar to those used with the standard 
tent but are on a more extensive scale. For an 
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oxygen chamber 8 by 8 by 9, two large cylinders of 
oxygen are used for the initial charge and a flow of 
10 to 12 liters is required to maintain a 50% oxygen 
atmosphere. A powerful ventilating fan is provided 
and the ice chamber has a capacity of 300 pounds. 
Excess carbon dioxide is disposed of by leakage, 
by absorption in the ice chamber and by diffusion 
through the extensive surface of rubberized fabric. 


PERMANENT OXYGEN CHAMBER 


The stationary oxygen room is an air tight steel 
chamber. At one end of this chamber are brine coils 
connected with a refrigerating plant and pans of 
soda lime for carbon dioxide absorption. At the 
other end is a steam radiator. The convection cur- 
rent which ventilates the room passes up through 
the steam radiator and downward over the brine 
coils and through the soda lime. The stationary 
room is very economical of oxygen, as there is but 
slight leakage, and after the initial charge the entire 
oxygen requirement is limited to the amount needed 
for the metabolism of the patient and attendants 
who occupy the room. Excess moisture condenses 
on the brine coils. In the stationary room the oxy- 
gen percentage, the temperature, humidity, and the 
carbon dioxide percentage are under very exact 
control. The fire risk is considerable. Matches are 
not allowed to be brought into the room. No electric 
wiring is placed inside the chamber. Electric lights 
are arranged outside the windows. Signs are promi- 
- nently displayed reading, “No flames, No sparks, 
Danger.” There is less fire hazard from the portable 
tents and rooms, but enough for serious considera- 
tion. The smoldering flame of a match or a cigar- 
ette flashes up in a 50% oxygen atmosphere and 
may start a serious conflagration. 

Minute traces of oil in the tubes transmitting 
oxygen may explode with violence. Explosions 
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have occurred in industrial plants from such trivial 
lapses as wiping the outlet of an oxygen cylinder 
with a workman’s greasy fingers. Oxygen gages are 
conspicuously labeled “Danger. Do not oil.” 

Successful oxygen therapy depends upon close 
attention to many details. The apparatus must be 
kept in perfect working order. Spare parts should 
be kept in readiness for an emergency. The oxygen 
percentage must be carefully maintained. If the 
oxygen supply fails from any cause, the treatment 
must be suspended and the patient immediately 
removed from the tent or oxygen room. Excess 
carbon dioxide must be efficiently disposed of. The 
most favorable temperature and relative humidity 
must be determined and then carefully maintained 
at the optimum point. Water must be drained from 
the ice chamber at regular intervals lest accumula- 
tion of water interfere with the required ventila- 
tion. The possibility of explosion or of fire risk 
must be constantly kept in mind and guarded 
against. A patient who has been under continuous 
oxygen treatment must not have the treatment sud- 
denly discontinued. The oxygen percentage should 
be gradually reduced and the patient carefully 
watched for unfavorable reactions. 


This careful attention is well worth while. In 
oxygen treatment, excepting the opiates and anes- 
thetics, and the action of some of the serums and 
organic extracts, we have the most valuable thera- 
peutic measure at our disposal. 
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EDITORIALS 


CONSTRUCTIVE CRITICISM — 
THE MATERNITY WARD 


Lay criticism of medical activities is as a general 
rule of little import as it is usually based upon any- 
thing but fact. When, however, the criticism comes 
from within the profession itself, it should indeed 
be heeded. The recently published statements of 
Drs. De Lee and Siedentopp regarding the prev- 
alence of maternal infection arid the relatively high 
maternal death rate from puerperal sepsis in the 


maternity wards of general hospitals, are backed by 
an array of facts collected on both sides of the 
Atlantic by Professor Siedentopp, which makes it 
imperative that the profession “sit up and take 
notice.” It is evident from the material presented 
that the average woman is far safer as far as sepsis 
is concerned when delivered in a hovel by an ignor- 
ant midwife than when she enters the fully 
equipped maternity ward and is attended by the 
highly trained physicians of the staff. This seems 
almost beyond belief and yet there are the facts! 
Can it be that the obstetric specialist and the asso- 
ciated nursing staff are negligent in their duty and 
fail to carry out in detail the prescribed technical 
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procedures or have the midwives in spite of their 
relative ignorance become the possessors of some 
charm which they pass on one to another in all 
lands where they are employed? Neither explana- 
tion is tenable. The fact must be, as De Lee points 
out, that infections are brought into the maternity 
wards from outside and especially from other parts 
of the general hospital and passed, principally by 
indirect contact, from patient to patient. This is 
probably most often, as Chapin has shown in the 
case of contagious disease, by means of the hands 
of doctors, nurses and attendants. Even the most 
careful technique, such as is so well exemplified in 
the wards of the Charles V. Chapin Hospital, occa- 
sionally breaks down and cross infection occurs. 
How much more is this likely to take place in the 
general hospital where such time-consuming and 
laborious methods of medical asepsis are not, and 
perhaps cannot be enforced. With Dr. De Lee’s idea 
that air-borne infection is an important factor, one 
who is familiar with the work of Chapin and Rich- 
ardson on the transmission of contagion is not 
impressed. 

Nevertheless, however transmitted, the fact of 
the prevalence of puerperal infection is only too 
evident and something must be done. In order to 
preserve the obvious advantages of hospitalization 
of parturient women, their complete segregation in 
separate hospitals must be accomplished, better 
isolation of the individuals must be insisted upon 
and more ‘“‘medical asepsis’” must be enforced by 
rigid technique which is required of student nurses 
and physician alike. When the more favorable re- 
sults of the work of midwives as compared to phy- 
sicians in the home is considered. one is forced to 
the conclusion that the fact that the practitioner 
may be dealing daily with virulent infections 
among his clientele while the midwife is not, may 
indicate the doctor a much greater menace to his 
parturient patient—a handicap that he can over- 
come in no other way than by recognizing its exist- 
ence and by practising to the limit the appropriate 
technical precautions. 


THE CERTIFICATION OF SPECIALISTS 


In connection with the recent publication of the 
reports of the Committee on the Costs of Medical 
Care a great deal of attention has been focused 
upon the general practitioner and his importance 
in any scheme of medical care. This attention is of 
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great value and should serve to bring about a proper 
recognition of the great service rendered to the 
community by this type of practitioner. Of equal 
importance, however, is a realization that we must 
have qualified specialists to supplement the work of 
the general medical man. At the present time there 
are no legal requirements for or restrictions upon 
the practice of special branches of the healing art ; 
any legally qualified practitioner may hold himself 
out as a specialist regardless of his fitness or 
qualifications. This is an unfortunate situation and 
one which calls for early action. The report men- 
tioned above’ states — ‘“The practice of specialties 
should be limited to those persons whose training or 
experience gives them a skill in their field distinctly 
above that which ought to be possessed by all well- 
trained general practitioners.” The problem is also 
recognized in the final report of the Commission 
on Medical Education? as follows—‘‘The medical 
profession and the public have a joint responsibil- 
ity in guaranteeing that those who claim to be spe- 
cialists are in fact experts in their fields. A partic- 
ular identification for those who profess to be spe- 
cialists should be created, such recognition to be 
granted only on evidence of the successful comple- 
tion of a training which in the opinion of competent 
physicians is adequate to prepare the individual for 
practice in the limited field.” 

At the present there are certain praiseworthy 
voluntary movements directed toward a solution of 
this problem. The formation of the American Col- 
lege of Surgeons and of the American College of 
Physicians, and of the various special examining 
boards have as their object the raising of the stand- 
ards within their special fields. They do not, how- 
ever, prevent the untrained man from claiming spe- 
cial ability. Many proposals for accomplishing this 
have been made. It has been suggested that the 
National Board of Medical Examiners extend its 
examinations to include the examination and cer- 
tification of specialists. Another suggestion is that 
State Boards assume this function. The most inter- 
esting suggestion, however, is that State Societies 
certify as to the qualifications of those claiming to 
be specialists. The Medical Society of New Jersey* 
has devised a carefully worked out plan for accom- 
plishing this purpose, and this plan has many 
attractive features. 

What must be realized is that the subject is re- 
ceiving an increasing amount of attention from 
medical men and thoughtful laymen, and some ac- 
tion will undoubtedly result. We shall be wise to 
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study this matter with care and to lead in its solu- 
tion, rather than having some well-meaning but 
ill-considered plan forced upon us by legislative 
enactment. 


(1. “Medical Care for the American People’—The Final 
Report of the Committee on the Costs of Medical Care— 
University of Chicago Press, 1932. 

2. “Final Report of the Commission on Medical Educa- 
tion”—New York, 1932. 

3. “Certification of Specialists by the State Society’— 
Waters, E. G., A. M. A. Bulletin, XXVIII, 1, January ’33, 
6-11.) 


Publishers’ lists of new books show an increasing 
number, of late, devoted to the history of medicine. 
Most medical colleges now offer courses in such 
history. 

These facts show a definitely renewed interest in 
the subject on the part of doctors, for publishers 
were loath to accept for publication such books a 
short time ago. 

Many of our greatest medical men had more 
than a passing interest in medical history. Sir Clif- 
ford Allbutt, Sir William Osler, Cushing, and a 
host of other great figures in the profession are 
examples of those whose zeal for the subject re- 
sulted in valuable contributions. The interest, 
therefore, by the profession is a good omen. No 
one, it would seem, could know well any disease 
without knowing its history. No one greatly inter- 
ested in a subject could help being curious about 
its past or could help being benefited by such 
knowledge. 

Further, the more one reads of ancient medicine 
the less he is likely to talk about the advances of 
“Modern Medicine.”’ One sometimes feels as if the 
ancient Greeks knew all the essential and impor- 
tant facts about most of medicine as we know it 
today. This is particularly true when we realize 
only a small portion of their writings were pre- 
served for us. 

The desire for historical knowledge by the pro- 
fession is, indeed, commendable. The cultural 
aspects are important. The power to evaluate facts 
more correctly, however, will always remain the 
greatest asset of medical history and a general 
acquisition of such knowledge raise the standard of 
the profession. 


EDITORIALS 45 


THE HEMOLYTIC STREPTOCOCCUS* 


By D. L. Ricuarpson, M.D., ano 
H. Everett Smivey, M.D. 


The hemolytic streptococcus is one of the worst 
enemies of man. It causes such diseases as scarlet 
fever, puerperal septicemia, erysipelas, septic sore 
throat, pneumonia, meningitis, peritonitis, endo- 
carditis, tonsillitis and pharyngitis, and septic in- 
fection of accidental or operative wounds which 
are so often followed by septicemia. 

In 1929 according to the United States Mortality 
statistics of the Registration Area 2,468 persons 
died of scarlet fever, 5,822 of puerperal septicemia, 
2,887 from erysipelas and 1,208 from purulent in- 
fection and septicemia. The figures by no means 
include all the deaths caused by the streptococcus 
hemolyticus for a great many were included in 
other diagnoses such as mastoiditis, peritonitis, 
accidental wounds in which this organism was the 
chief factor although not mentioned. 

With the exception of scarlet fever, of which 
there are in the neighborhood of 300,000 reported 
cases each year, there is no way to accurately esti- 
mate the number of hemolytic streptococcus infec- 
tions which occur each year and which are not 
fatal. It is unnecessary to argue that it is very com- 
mon and probably much more common than gen- 
erally believed. There is convincing evidence that 
a considerable percentage of comparatively mild 
infections of the nose and throat are caused by 
this organism. This will be brought out in the chart 
which will be shown later. 

Moreover, the streptococcus is a real menace in 
hospitals and many times in child caring institu- 
tions. A great many outbreaks of this infection has 
occurred in the Lying-In hospitals of this country 
with disastrous results. So serious has been this 
menace that in Chicago the Lying-In hospital has 
been built in two parts, one for clean cases and one 
for infected cases. Puerperal sepsis, infected 
breasts, scarlet fever, erysipelas and other infec- 
tions have caused these hospitals great concern and 
discredit. 

This infection, however, is not confined to this 
type of hospital for the general hospital is fre- 
quently visited by both mild and fatal streptococcus 
infections among patients, nurses and physicians. 
Every so often a series of post-operative infections 
is experienced by any sizable hospital. 

*Read before the Providence Medical Society, Decem- 
ber 5, 1932. 
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All these infections should, from an epidemio- 
logical standpoint, be grouped together as hemolytic 
streptococcus diseases. By doing this it may be pos- 
sible to put into operation measures both in com- 
munity and the hospital, measures which may be 
of sufficient value to decrease the incidence of this 
type of infection very materially. 


These infections do not just happen for there are 
very definite epidemiological reasons for their exist- 
ence. In spite of the fact that there are many strains 
of the streptococcus and no ready laboratory 
methods of distinguishing them it is advisable to 
start with the premise that every streptococcus 
infection is potentially a menace to the patient 
and those who come in contact with him. It is 
perhaps not generally realized how frequently 
mild throat and respiratory infections are caused 
by this organism and that a certain percentage of 
the population are constantly carrying these organ- 
isms in the nose and throat even when not ill. The 
sources of infection of this disease, if it may be so 
termed, are exactly the same as in the case of other 
infectious diseases, namely, the recognized cases, 
the unrecognized cases and the carriers. 

Some contribution in the study of this problem 
has been made at the Chapin Hospital beginning in 
February, 1928. Primarily it was begun to learn 
whether the routine laboratory examination of 
throat cultures for the streptococcus hemolyticus 
would shed any light on assisting in the diagnosis 
and release of scarlet fever patients. For many 
years a routine nose and throat culture was taken 
on all patients admitted to the hospital to detect 
diphtheria and diphtheria carriers. For this pur- 
pose the standard Loeffler’s culture medium had 
been used. 

In a paper by one of us and Dr. Edwin Knights 
of the laboratory staff read before this Society and 
published in the State Journal in 1929 a summary 
of the work carried on for one year to determine 
not only what patients had on admission diphtheria 
organisms in the nose and throat but also hemolytic 
streptococci. During previous experiments it was 
_ learned that blood agar plates served not only to 
detect with accuracy the presence of the strepto- 
coccus but also the diphtheria bacillus. In fact this 
medium was found to be quite or even more satis- 
factory for the growth of the diphtheria bacillus. 

This practice has been continued until the pres- 
ent time and this paper includes a further report on 
the incidence of the hemolytic streptococcus among 
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hospital patients extending from Feb. 1, 1929, to 
Nov. 30, 1930. It should be borne in mind that both 
reports were made from data on culturing consecu- 
tive patients as they were admitted and not a 
selected group. The following table shows the inci- 
dence of this organism in certain selected and 
grouped diseases. 
TABLE I 
February 1, 1929, to November 13, 1930 


Avge. : 

Total Ne Total No. TotalNo, otal No Total No. 
of tures and% and% ofcases of cases 
cases per of cases of cases positive negative 


Scarlet fever 369 6—7 265—71.8 55—14.9 320—86.7 49—13.3 
Tonsillitis 110 2-3 5449.0 13—11.8 67—60.8 43—39.2 
Diphtheria 236 4-5 5422.9 39—16.5 93—39.4 143—60.6 


Ph iti 
1412-3 2618.4 1712.0 43—30.5 9869.6 


Erysipelas 76 2-3 1215.7 14-184 26~34.2 50—65.9 
Meas es 140 2-3 21—15.0 18-129 39—27.8 101—72.1 
Influenza 00 - 14-824 


Other 1669 2-3 B7 1428.5 288-17.3 1381827 


A corresponding table of cultures reported in 
1929 is as follows: 


TABLE II 
February 1, 1928, to January 31, 1929 
Scarlet fever 335... 240—-71.6 39—11.6 279-83.3  56—16.7 
Tonsillitis 30—48.4 2—3.2 32—51.6 30—48.4 
Diphtheria 3415.7 2812.9 6228.7 154—71.3 
Erysipelas 10—28.6 1—23 1131.4 24-686 
Measles 6.9 16— 5.6 36—-12:5 251—87.4 
4-85 1—21 5-106 42—89.4 


5—69 3-42 811.1 6488.9 
278 12— 4.3 17— 6.1 2910.4 249-89.6 


Comparing these two tables it will be noted that 
in the first report, table 2, the total positive cultures 
in scarlet fever cases was 83% and in this second 
report, table 1, about 87%, a rather consistent expe- 
rience. In tonsillitis it was 48% in the first study 
and in the last it was 60%, a decided increase. In 
pharyngitis and laryngitis it was 34% and 40%. In 
erysipelas it was 31% and 35%. It will be noted 
that routine cultures in measles, whooping cough, 
diphtheria, influenza and other diseases the inci- 
dence of hemolytic streptococcus carriers was much 
greater in the most recent study, 20% compared 
with about 11% in the first study in 1929. The 
explanation for this is not quite clear. It is possi- 
ble, however, that our technique was better and 
certainly the average number of cultures taken on 
each case are larger now than during the first year 
in which this study was begun. On the other hand 
it may be that the incidence of carriers in the com- 
munity is greater. Certainly the number of cases of 
scarlet fever in the city has been unusually high 
during the last three years. 
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It is interesting to note that at the present time 
the practicing physicians in the city are more and 
more insistent that the Health Department report 
on the cultures which they take, not only on the 
presence of diphtheria organisms but also on the 
presence or absence of hemolytic streptococci. 

The practical results of this study are as yet not 
fully evident. However, certain procedures seem 
to be logical and some of them have been found to 
be of much service. 

The diagnosis of scarlet fever alone on the cul- 
tures is not justified but the presence of the strepto- 
coccus is strong presumptive evidence and confirm- 
atory. As yet it has not been found to be safe to 
discharge cases from the hospital or from home 
isolation on cultures alone although it has been used 
to some extent. A complete study of discharged 
cases of scarlet fever for four years will soon be 
made to help clear up this point. In institutions it 
has been found a great help when scarlet fever has 
appeared not only to isolate all cases but also all strep- 
tococcus carriers. It is quit clear also that all cases 
of hemolytic streptococcus, mild or severe, and all 
carriers should be isolated. There are strong rea- 
sons to believe that were this done there would be 
fewer wound infections, fewer throat and scarlet 
fever infections among nurses, and fewer out- 
breaks of sore throats among patients, particularly 
children, and fewer streptococcus infections in 
lying-in hospitals. 

It is quite probable that if nose and throat infec- 
tions were more generally cultured for the hemo- 
lytic streptococcus that some over-looked cases of 
scarlet fever would be recognized, that in any case 
if the physician would, if he knew that these organ- 
isms were present in the throat cultures, be more 
conservative in his diagnosis and hurrying convales- 
cence, and advise the family to keep away from the 
patient and employ aseptic technique to protect 
other members of the household. Every physician 
is on his guard in every case of streptococcus infec- 
tion, providing he is aware of it. 

As to producing artificial immunity and the treat- 
ment of these infections by serum much remains to 
be done. This problem has intrigued research 
workers for years. There are so many strains of 
the organism, the toxin is so powerful and immu- 
nological results so variable that the answer to the 
problem has not been found. However, progress 
has been made and it is not impossible that a toxin 
will be found which not only will not cause severe 
reactions but also will produce real immunity in 
the case of scarlet fever so that what is being done 
to stamp out diphtheria may be feasible in the case 
of scarlet fever. Not only this but similar means 
of effective immunization or treatment of other 
streptococcus infections may be found. 

This paper has been written to point out certain 
epidemiological features of this group of strepto- 
coccus diseases and some of the things which might 
be done to recognize and prevent at least some of 
them. 
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SOCIETIES 


THE RuHopE ISLAND MEDICAL SOCIETY 
Councit MEETING 


February 16, 1933. 


The regular quarterly meeting of the Council 
was held Thursday, Feb. 16, 1933, at 4:30 P. M., at 
the Medical Library, with the President, Dr. N. D. 
Harvey, presiding. 

The minutes of the last special meeting of the 
Council were read and adopted. 

In the absence of Dr. A. T. Jones, the Secretary 
brought to the attention of the Council the matter 
of the Walter Reed Fund which was collected by 
the committee headed by Dr. C. D. Sawyer as part 
of a nation-wide appeal for funds to purchase the 
birthplace of Dr. Walter Reed. The Chairman of 
this committee has the funds which were collected 
by the committee, but is unable to get any response 
from the Central Committee at Washington which 
initiated the move, relative to the disposition of the 
moneys collected in Rhode Island. The matter was 
continued until the next meeting on account of the 
absence of Dr. Jones. 

Dr. J. A. Chase reported with reference to the 
motion of the Council at the last regular meeting 
that the New England Medical Council, to which 
this Society sends delegates to four meetings held 
annually for the purpose of discussing problems of 
interest to the New England State Medical asso- 
ciations, be conferred with in regard to a different 
allocation of expenses, that he had communicated 
with the Secretary calling his attention to the feel- 
ing that the one-sixth share of the total expense of 
the Council borne by the Rhode Island Medical 
Society appeared excessive to the Council of the 
Rhode Island Medical Society, and expressed the 
hope that a more equitable distribution of the costs 
might be devised by the New England Medical 
Council, and suggested that the expenses be based 
upon the membership of the several New England 
State Medical societies rather than upon the geo- 
graphical basis of states. No reply has as yet been 
received from the New England Medical Council. 

Dr. George Waterman, Chairman of the Com- 
mittee on Education, State and National, presented 
the following report, and it was voted that the 
Council recommend to the House of Delegates the 
adoption of this report: 

“To the Council of the R. I. Medical Society: 

“The Committee on Education has the following 
report to make on an educational measure which 
has been brought to its attention for use in the 
High Schools in Rhode Island. 

“This measure consists in the publishing of a 
pamphlet entitled, ‘Opportunities for Training and 
Work in Nursing in Greater Providence,’ which it 
is proposed by the authors, sponsored by the Provi- 
dence School Committee, to place in each of the 
High Schools in Rhode Island. This is part of a 
general plan of the Committee to place before high 


| 
| 
| 
| 
‘ 
| 
i 
i 
i 


48 


school students outlines of the various vocations. 

“This pamphlet has been very carefully prepared. 
It has gone quite thoroughly into the whole ques- 
tion of nursing’ as an occupation and has given quite 
impartially the advantages and disadvantages of 
nursing in general and it gives in quite detail the 
requirements of each of the Schools of Nursing 
in Providence. 

“Tt is the understanding of the Committee that 
the school authorities wish to publish this pamphlet 
in co-partnership with the Rhode Island Medical 
Society ; that the expense of publication should be 
divided between the two parties and that the ex- 
pense to the Rhode Island Medical Society shall not 
exceed $50.00. 

“The Committee has considered the matter at a 
meeting held at the office of Dr. Leech and feel that 
this is a worthy object and one that the Society 
might well lend its name in advancing. The Com- 
mitte, therefore, recommends to the Council and 
the House of Delegates that they give favorable 
consideration to this proposal and appropriate a 
sum not exceeding $50.00 to carry out its part of 
the program. 

Respectfully submitted, 
GEORGE WATERMAN, Chairman 
RoBerRT BALDRIDGE 
CHARLES FARRELL 
N. DarRELL HARVEY 
James W. LEEcH 
Ex-officio Members” 


Members 


Adjourned. 
Respectfully submitted, 
J. W. Leecu, Secretary 


House oF DELEGATES 
February 16, 1933. 

The regular meeting of the House of Delegates 
was held Thursday, February 16, 1933, at 5 P. M., 
at the Medical Library, with the President, Dr. 
N. Darrell Harvey, presiding. 

The report of the Council was presented by the 
Secretary, and on motion, duly seconded, it was 
voted that the House of Delegates approve the 
action of the Council in recommending the adoption 
of the report of the Committee on Education, State 
and National, as presented by Dr. George Water- 
man, Chairman, for the publication by the Rhode 
Island Medical Society, jointly with the Providence 
School Committee of a booklet entitled, “Oppor- 
tunities for Training and Work in Nursing in 
- Greater Providence,” which it is proposed to place 
in each of the high schools in Rhode Island. 

The President, Dr. N. Darrell Harvey, called 
attention of the House of Delegates to the coming 
dinner in honor of Dr. Edward H. Cary, President 
of the American Medical Association, on February 
20th, and urged all the members to lend their sup- 
port to insure the success of the meeting. He sug- 
gested that each delegate consider himself a com- 
mittee of one to urge other members of the profes- 
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sion to attend this meeting in honor of the Presi- 
dent of the American Medical Association. 
Adjourned. 
Respectfully submitted, 
J. W. Leecu, Secretary 


R. I. OPHTHALMOLOGICAL AND OTOLOGICAL 
SOCIETY 

A regular meeting was held at Peters House, 
R. I. Hospital, Thursday, Feb. 23rd, at 8:30 P. M., 
following the R. I. Hospital Staff meeting. 

Subject: 1—Presentation Eye Service Cases, 
Dr. Messinger. 2—Presentation E. N. T. Service 
Cases, Dr. Porter. 3—Paper of the evening: “Re- 
cent Advances in Radiology of the Mastoids,” Dr. 


I. Gerber. 
N. A. Bototow, M.D., 
Secretary. 
ANNOUNCEMENT 
FISKE FUND PRIZE ESSAY 


For 1933 


The Trustees of the Fiske Fund announced at 
the annual meeting of the Rhode Island Medical 
Society, held in June 1932, that they proposed the 
following subject for the year 1933. ~ 

“THe FEMALE SEx HorMONE” 


For the best essay on the subject worthy of a 
premium they offer the sum of two hundred dollars 
($200.00). Every competitor of the premium is 
expected to conform to the following regulations, 
namely : 

To forward to the secretary on or before the first 
day of May 1933, free of all expense, a copy of his 
dissertation with a motto thereon, and also accom- 
panying it a sealed envelope having the same motto 
inscribed on the outside and his name and address 
within. 

Previously to receiving the premium awarded, 
the author of the successful dissertation must trans- 
fer to the Trustees all his right, title and interest in 
and to the same, for the use, benefit and behoof of 
the Fiske Fund. 

Letters accompanying the unsuccessful disserta- 
tions will be destroyed unopened, by the Trustees, 
and the dissertations may be procured by their re- 
spective authors if application be made therefor 
within three months. 

The essays must be typewritten and should not 
exceed 10,000 words. If an essay is illustrated, such 
illustrations will be published at the expense of the 
author. 

N. Darrell Harvey, M.D., Providence, R. I. 
Charles S. Christie, M.D., West Warwick, R. I. 
Albert H. Miller, M.D., Providence, R. I. 


Trustees. 
Wilfred Pickles, M.D., 
184 Waterman St., Providence, R. I. 
Secretary to the Trustees. 
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CONFIDENCE IN OUR SKILL 


—and integrity is what you honor us with when you send your 
prescriptions here; and we do all we can to merit that confidence 
by carefully compounding prescriptions from pure drugs. 


BLANDING & BLANDING, Inc. 


Two Stores 
160 Westminster Street Wayland Square 


TRUSSES 


Physicians orders for Trusses, Elastic Hosiery, Abdominal 
Supporters and Surgical Appliances, carefully executed and 
subject to their approval. 


Patients attended at their homes if necessary 


LADY ATTENDANT 
Sick Room Supplies, Surgical Supplies, Invalids’ Roller 


Chairs, Grutches, Sick Room Necessities 


Prescriptions a Specialty 


GEO. L. CLAFLIN COMPANY 
Wholesale and Retail Druggists 
150-160 Dorrance Street Providence, R. I. 
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PHYSICIANS 


DIRECTORY 


Eye, Ear, Nose and Throat 


JEFFREY J. WALSH, M.D. 


Eye, Ear, Nose and Throat 
586 Broad st., Providence, R. I. 


Hours: 1-4 P. M. and by appointment 


G. W. VAN BENSCHOTEN, M.D. 
Practice limited to diseases of 
the Eye 


195 Thayer St. Providence, R. I. 
Hours: by appointment 


J. W. LEECH, M.D. 
Eye, Ear, Nose Throat 
167 Angell St. Providence, R. I. 


Hours: 2-4 
Mornings by appointment 


RAYMOND F. HACKING, M.D. 
Practice limited to diseases of the eye 


Hours 1-4 and by appointment 
Telephone Angell 1588 


105 Waterman St. Providence, R. I. 


JOS. L. DOWLING, M.D. 
Practice limited to 
Diseases of the Eye 
57 Jackson Street Providence, R. I. 
1-4 and by appointment 


X-RAY 


Genito-Urinary 


J. EDWARDS KERNEY, M.D. 
Practice limited to 
Urology, and Urological Surgery 
Hours: 2-4 and 7-8 by 
appointment 4 
221 Waterman St. Providence, R. I. 


JACOB S. KELLEY, M.D. 


Practice limited to all branches of 
Roentgenology 
Special attention given to bedside work _ 
153 Smith Street Providence, R. I. 
Hours: 10 to 4 and by appointment 


SAMUEL SANDLER, M.D. 
Practice limited to 
Urology and Urological Surgery 
Hours: 2-4 and by appointment 


108 Waterman St. Providence, R. I. 


JAMES F. BOYD, M.D. 
Practice limited to Roentgenology 


105 Waterman Street 
Hours: 9 to 5 


VINCENT J. ODDO, M.D. 
Practice limited to 
Urology and Urological Surgery 
Hours: 2-4 and 7-8 and 
by appointment 
322 Broadway Providence, R. I. 


Gastro-Enterology 


W. LOUIS CHAPMAN, M.D. 
Gastro-Intestinal and Rectal Problems 


249 Thayer St. Providence, R. I. 


D. FRANK GRAY, M.D. 
Internal Medicine — Gastro-enterology 
Consultation by appointment 


382 Thayer St. Providence, R. I. 


Cardiology 


CLIFTON BRIGGS LEECH, M.D. 


Practice Limited to 
Diseases of the Heart and Circulatory System 
Hours by appointment 
Phone Angell 0702 


211 Angell St. Providence, R. I. 


Psychiatry 


ARTHUR H. HARRINGTON, M.D. 


Practice limited to 
Psychiatry and Personality Disorders 


199 Thayer St. Providence, R. I. 
Hours 2-4 and by appointment 
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PHYSICIANS’ DIRECTORY Continued 


Dermatology 


CARL D. SAWYER, M.D. 


Practice Limited to 
Dermatology and Syphilology 


Hours by appointment 
182 Waterman St. 


Providence, R. I. 


WILLIAM B. COHEN, M.D. 
Practice limited to 
Dermatology and Syphilology 
Hours 2-4 and by appointment 
105 Waterman Street, Providence, R. I. 


F. RONCHESE, M.D. 
Practice Limited to 
Dermatology and Syphilology 
Hours: by appointment 
184 Waterman Street 


Providence, R. I. 


VINCENT J. RYAN, M.D. 
Practice limited to Dermatology 
Hours by appointment Call Angell 4301 
2 Euclid Avenue 
Cor. Thayer Street Providence, R. I. 


DENTISTS’ 


DIRECTORY 


ERNEST S. CALDER, D.M.D. 
Dental Surgery 
’Phone Gaspee 7087 801 Union Trust Bldg. 


DR. PHILIP DORENBAUM 
Orthodontist 
Phone Gaspee 9689 
Suite 515 Union Trust Bldg. 
170 Westminster Street Providence, R. I. 


DR. STILSON DR. HARRISON 
Orthodontia 
5 Euclid Ave. 


Providence, R. I. 


WILLIAM J. CLEGG, D.M.D. 
Dental Surgeon 
36 Exchange Place 
Providence, R. I. 


GAspee 6027 Hours 9-5 


- PRINTING - 


Letterheads, Envelopes, Forms, 
Special Ruled Sheets, Bills, State- 
ments, as well as Folders, Booklets, 
Publications, Catalogs and Books. 


Priced to fit the Times 


€ A. JOHNSON COMPANY 


71 PECK ST. PROVIDENCE 
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DRUGGISTS’ 


DIRECTORY 


J. E. BRENNAN & COMPANY 
Leo C. Clark, Prop. 


APOTHECARIES 


5 North Union Street Pawtucket, R. I. 
Sheldon Building 


JAMES P. McDONALD’S JosepH L. 
Registered Pharmacists 
6 Pontiac Ave. 420 Lloyd Ave. 


T. J. Clancy, Ph.G. T.H. McKenna, Ph.G. 
QUALITY DRUGS 
Pharmacists 
671-673 North Main st. 


FISK DRUG COMPANY 


PAWTUCKET 
N. ATTLEBORO 


PROVIDENCE 
ATTLEBORO 


THE HAYNES PHARMACY 
H. K. Markarian, Ph.G., Prop. 
Registered Pharmacist 


159 Broadway Providence, R. I. 


MASON’S PHARMACY 


HELMER DRUG COMPANY 
575 Broad Street 


718 Broad St., cor. Public 


Prescriptions | 122 Broad Street 
Compounded by a Graduate Pharmacist GAspes 7868 Dinter 
_ 1182 No. Main Street 1101 Chalkstone Avenue 
1 . Broad 1 | 
469 Broad St. (Opp. Broad St. School) | ANgell 8776 WEst 4526 
| 
THORPE—Drugs 


2 Registered Pharmacists 
Phone DExter 6809 


Providence, R. I. 


W. F. FANNING 
Ph.G., Phar.D. 
Druggist 


2 Stores 
618-615 Cranston St. 708-710 Cranston St. 
Providence, R. I. 


CHAGNON’S 
FAMILY DRUG STORE 


Established 1890 


63 Washington Street Arctic, R. I 
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Lasoratory, Nurses, MassaGe 


RACHEL LEE FITZGERALD 
Swedish Massage Electrotherapy 
Corrective Exercises for Postural Defects 


Gaspee 3316 
Warren 1015 


223 Thayer Street 
Providence, R. I. 


GUSTAV L. SANDSTROM 


Swedish Massage 
Baking (Med. Gym.) 
Electric Light Baths 


Tel. Angell 0038 242 Waterman St., Providence, R.I. 


FRANCIS T. O’BRIEN 
Massage — Colonic Irrigations 
455 Eaton Street Providence, R. I. 
Phone West 2419-R 


Laboratory 


BOSS & SEIFFERT CO., INC. 


Graduates in Pharmacy and Chemistry 
Specializing in High Grade Pharmaceuticals 
Office and Laboratory 
25 Calhoun Avenue, Providence, R. I. 


Doctor! when you need our service, call BRoad 7898 


ALBERT FENNER 
Analytic and Consulting Chemist. 
Specializing in Biological Chemistry 
1404 Turks Head Building Gaspee 4669 


For Rent - For Sale - Situations Wanted - Etc. 


FOR RENT—Physician’s office established 6 years. Located at 
217 Taunton Ave., East Providence. Considered one of the best 
locations in East Prov. Apply to Mrs. J. Carpenter, 217 Taunton 
Ave., East Prov. 
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New England Sanitarium and Hospital : 


MELROSE, MASS. 


Picturesque location on the shores of Spot Pond eight miles from Boston 
One hundred forty Pleasant, Home-like Rooms, a la Carte Service. Six Resident 
Physicians, Seventy Trained Nurses. Experienced Dietitians and Technicians. 
MEDICAL, SURGICAL and MATERNITY CASES RECEIVED 
Scientific Equipment for Hydrotherapy, Physiotherapy and X-Ray, Occupational 
Therapy, Gymnasium, Golf, Solarium. Full health examinations and careful 
diagnosis. No Mental, Tubercular, Contagious or Nervous cases received. 
| Physicians are invited to visit the institution. Ethical co-operation. 
For booklet and detailed information address: 


WELLS A. RUBLE, M.D., Medical Director 


_— Pharmaceutical Laboratory of Boss & Seiffert Co., 
Inc., is equipped to furnish the Physician with products 
The Use of of that standard. The “ B & S” Laboratory Products are all | 


- standardized and in tune as to label via the Food and Drug 
High Gr ade Law at Washington. 


; DOCTOR! Will you not allow us to serve you with the 
Pharmaceuticals requirements for your office? Call Broad 7898 and we will | 


Should Be the Aim have a representative call on you at your convenience and 
help you Pharmaceutically. 


We can do it — Let’s Prove It! 


LABORATORY, 25 CALHOUN AVE., PROVIDENCE 


of Every Physician 


Give your accounts to be collected - - 
to a PROVIDENCE concern 


In this way you get Reports and Receive the 
MONEY collected for you EVERY MONTH. 


NEWELL & NEWELL, INC. 
Ga 7786 : 171 Westminster Street Ga 7787 


Try AUGUST Nutrition Bread .- - 


It contains Wheat and Rye Flours and Bran of the better quality 
pues carefully balanced and carefully baked in our clean sunshine 

akery. 

All breads are nourishing food, but August Nutrition Bread is dis- 
tinctly different, for it forms an effective regulative bulk for natural 


MEDICAL laxative action. 
AUGUST 


Y Furthermore, it is most appetizing and whole- 
some. A trial for a week will convince you. 

This bread has the honor of being Accepted BAKERY 
by the American Medical Association Com- 136 Bread &t./24 Central St. 
mittee on Foods. Pawtucket | Cent’l Falls 
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EVEN YEARS’ USE 


has demonstrated the 
value of 


THE SOLUTION 


NERCUROCHROME, H. W. & D. 
PREOPERATIVE SKIN DISINFECTION 


This preparation contains 2% Mercurochrome 
in aqueous-alcohol-acetone solution and has 


Convalescent Home | 


Finest accommodations for patients. 
Wonderful view of Bay, tennis court, 
swimming pool, 2 acres of beautiful 
landscape gardening with walks and 
lawns to waterfront with clean, sandy 
beach, large sunny rooms, 4 baths, 
dining room service “optional.” | 


Large solarium and porches, ‘“‘auto- 
mobile accommodations,” tonic baths 
and massage, male nurse available for | 


outside emergency cases. | 


FOR TERMS AND PARTICULARS 


ADDRESS 
A. C. HOLMES A. J. HOLMES 
Graduate Nurse Masseuse 
1396 NARRAGANSETT BLvp. 
Epcewoop, R. I. 


Tel. HOpkins 2762 


the advantages that: 
Application is not painful. 
It dries quickly. 
The color is due to Mercurochrome 
and shows how thoroughly this 
antiseptic agent has been applied. 


Stock solutions do not deteriorate. 
Now available in 4, 8 and 16 oz. bottles 
and in special bulk packages for hospitals. 


Literature on request 


HYNSON, WESTCOTT & DUNNING, INC. 
BALTIMORE, MARYLAND 


The Kingston Inn 


KINGSTON - RHODE ISLAND 


- ESTABLISHED 1746 - 


FREDERICK VAN BENSCHOTEN 


proprietor 


A Place to recuperate in the delightful 
winter climate of old South County 
Patients, and incidentally the physician 
himself, may obtain rest and quiet in 
this comfortable inn. Tasty meals well 
served, all home cooking. 


Rooms ensuite with bath and fireplace. 


POSTGRADUATE COURSE 


For Graduates in Medicine 
Eye, Ear, Nose and Throat 


A house doctor is appointed July 1st and Jan. Ist 


LABORATORY COURSE 
For Nurses and Graduates of High School 
CLASSES LIMITED TO SIX 
X-Ray, Basal Metabolism, Electro-cardiography 
and Physical Therapy 


150 clinical patients daily provide material for classes. Positions with attractive salaries in hospitals and 
with group doctors await qualified Technicians 


For particulars regarding either course write 


CHICAGO EYE, EAR, NOSE AND THROAT HOSPITAL, 231 West Washington Street, Chicago, III. 
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Catering STORM 


Embracing every perfection of detail essential to the 


success of any function large or small | Binder and Abdominal Supporter 


Luncheons, Dinners 
Weddings, Receptions 


Gives perfect up- 
lift Is worn with 
comfort and satis- 
faction. Made of 
Cotton, Linen or 
Silk.. Washable as 
underwear. Three 
distinct types, 
many variations 
of each. Each belt 


JAMES F. CORCORAN 


Telephone Connection Olneyville Square 


made to order in 
HEATH SANATORIUM ANNEX 
159 Prospect Street 
Providence, Rhode Island The Picture Shows “Type N” 
Mrs. E. A. Chadwick, Matron Storm belts adaptable to all conditions, Ptosis, 
; Hernia, Pregnancy, Obesity, Sacro-Iliac Re- 
Home for Aged, Convalescent and Chronic laxation, High and Low Operations, etc. 
Cases. Small or large warm sunny rooms. Mihi for Linenaneve 
Good food _Nurses care Terms reasonable KATHERINE L. STORM, M.D. 
Telephones Originator, Owner and Maker 
Dexter 5818 Angell 2408-W 1701 Diamond Street Philadelphia 


‘There is a reason why 
Pil Digitalis (Davies, Rose) = 


have become the choice of |_| 


feck chp contains 


eins 


Cardiologists. -- 


. They are digitalis in its completeness— physiologically tested leaves in the 
fens oe physiologically standardized pills, giving double assurance of dependability. 


. Each pill contains 0.1 gram, the equivalent of about 114 grains of the leaf, 
or 15 minims of the tincture. 


. Convenient, uniform, and more accurate than tincture drops. 


Sample and literature upon request. 


DAVIES, ROSE & CO., Lta. 


Pharmaceutical Manufacturers, BOSTON, MASS. 
Dis 
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The baby is doing splendidly and Tom and I 
are so pleased. 

When you first told me that Junior would 
have to have bottle feedings I thought I was due 
for a lot of trouble and work because I remem- 
bered what a time my sister had when her baby 
was on the bottle. She sent for a formula that 
was advertised to be recommended by many 
authorities, but something was wrong. She used 
to spend hours in her kitchen mixing this, that 
and the other thing. And in spite of all her 
trouble, her baby fretted and cried and didn’t 
gain properly. 

This S.M.A. you have prescribed for my baby 
js a new one to me. In fact, I have never seen it 
advertised. But, believe me, it works like a charm 
re is so simple to prepare—no fuss or bother 
at all. 


Junior reaches to take the bottle right out of 
my hands and drinks it all up. And he’s the best 
child. Always happy when he’s awake, and sleeps 
the whole night through. 

And talk about a picture of health! I believe 
he would take first prize in any baby contest. 


I’m going to bring him down to your office 
Wednesday as you suggested. That S.M.A. folder 
og gave me says even a breast fed baby should 

e under the supervision of a physician and I 


think myself that it’s better to keep the baby well 
than to wait until trouble starts. 

We certainly want to thank you for bringing 
our baby along so well, Doctor. It increases our 
confidence in you as our family physician. Tom 
has already “said it with dollars”, but I wanted 
to thank you personally, too. 

And I’m going to Mrs. Brown,—that’s 
my neighbor with the baby that’s not gaining— 
to come along on Wednesday so you can pres- 
cribe the proper diet for 4im too. 


Trial supply of S.M.A. Because S.M.A. has won 
offered without charge favor under typical con- 

itions we are quite willing that you should try 
it in your own practice and under your own con- 
trol. To make this easy we offer you a generous 
trial supply without charge or obligation. 


S. M. A. Corporation, 

4614 Prospect Avenue 

Cleveland, Ohio 

Please send me: 
Trial supply of S.M.A. 

New S.M.A. prescription pad. 

(_] Fourth revised edition of ‘Milk Allergy" Booklet, a 
resume of current literature on milk ailecay with in- 
formation concerning Smaco Hypo-Allergic Milks, 


Attach coupon to & blank or letterhead. — 44-33 
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bone tissue. 


ENZYMOL 


For Topical Application 


Originated and Made by 
FAIRCHILD BROS. & FOSTER 


New York 


Observations of the action of gastric juice outside the body show 
a usefulness for a properly prepared product of this nature. An 
example of one of its indications is solution of necrotic and carious 


ENZYMOL is an extract of the fresh stomach tissue juice, espe- 
cially designed for topical application. 
ENZYMOL is put up in convenient vials. It requires ordinarily 
for use dilution with an equal amount of water; also with hydrochloric 
acid especially for cases in which this may be desirable—refractory 
tissue, large cavities, etc. 


THE “SLING” PRINCIPLE OF SUPPORT 


MobeEt 5042—For lighter pendulous 
breast with little or no deposits of fat. 
breasts require 

support, but never con- 
striction. Pendulous glands 
and weakened tissues 
should be lifted to their 
natural level and relieved 
of strain, but not subjected 
to undue cramping or bind- 
ing. The therapeutic cor- 
rectness of the “sling” 
principle employed by S 


for All Types of Breasts in 


TRADE PWN 


Physiological Supports 


Sternomestord mus 


Pectorelis majormus / 


Aallary artéven A 


Serratusant mus} 


Papulle (nipple) 


abdomms mus 
BLOOD SUPPLY OF THE FEMALE BREAST 
Right—Profiles of common types of breasts 
from small breast of young girl to cca 
one of older woman. 


5030—For medium-size sagging 
breast ; extra re-enforced, pre-shrunk. 


H. Camp and Company 
breast supports is acknowl- 
edged by physicians. 


@ 
Sold by better surgical and diug 
houses, and surgical sections, corset 
departments, of stores. Write for 
new Physicians’ Manual. 
e 
S. H. & COMPANY 
Manufacturers 
MICHIGAN 
CHICAGO New York 
1056 Wicschaetiee Mart 330 Fifth Ave. 
LONDON 
252 Regent St. W. 
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